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STATE OF NEBRASKA
HEALTH & HUMAN SERVICES REGULATION & LICENSURE

CREDENTIALING DIVISION
P.O. BOX 94986

LINCOLN, NEBRASKA  68509-4986

BEFORE THE BOARD OF EXAMINERS IN PHARMACY OF THE STATE OF NEBRASKA

IN THE MATTER OF THE PETITION  ) PETITION FOR REINSTATEMENT FOLLOWING 
FOR REINSTATEMENT OF THE        ) REVOCATION, SUSPENSION, OR LIMITATION DUE
LICENSE OF                                                ) TO DISCIPLINARY ACTION OR VOLUNTARY 
TO PRACTICE PHARMACY  ) SURRENDER IN LIEU OF DISCIPLINARY ACTION

I hereby petition the Board of Examiners in Pharmacy to:  
(CIRCLE ONE)    REINSTATE / REMOVE LIMITATIONS TO my license number                  to practice pharmacy in the State of
Nebraska, pursuant to Neb. Rev. Stat. 71-161.04.  My license was  (CIRCLE ONE) REVOKED / SUSPENDED / LIMITED /
VOLUNTARILY SURRENDERED on                                            ,                                      , due to                                                                    
                                                                                                                                                                                                                                 

I believe my license should:  (CIRCLE ONE) BE REINSTATED  / HAVE LIMITATION (S) REMOVED for the following reasons:               
                                                                                                                                                                                                                                 
                                                                                                                                                                                                                                 
                                                                                                                                                                                                                                 

I have submitted the following information:
1. Two verified recommendations from practitioners of the profession of pharmacy; and
2. Two recommendations from citizens having personal knowledge of my activities since the disciplinary measure/voluntary

surrender was imposed.

Are you or were you licensed to practice Pharmacy in any other state(s)?  ! Yes  ! No   If Yes, state details:                                          
                                                                                                                                                                                                                                 
                                                                                                                                                                                                                                 

Has your Pharmacy license in any other state had a disciplinary action taken against it? ! Yes  ! No   if Yes, 
state details:                                                                                                                                                                                                            
                                                                                                                                                                                                                                 

I solemnly declare that the foregoing are true and correct statements.

                                                                                                                                                                                    
        (Date) (Typed or Printed Name of Licensee)

Signed:                                                                                                            
State of                                                                         )

County of                                                                      )

In                                                                 , in said county on this           day of                                                             , 20              , personally appeared

before me                                                                     being duly sworn, deposes and says that he/she has carefully and truthfully complied with

the above.

Notary Stamp or Seal                                                                                                                                         

Notary Public   

My commission expires:                                                              
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Board's Recommendation:                   Remove Limitation
                  Reinstate
                  DO NOT Reinstate / Remove Limitations (Board must allow Petitioner opportunity for a Public

 Hearing prior to rendering this recommendation).
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